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التعرف على مدى شيوع الاضطرابات النفسية واضطرابات الجسدنة لدى المرضى من مراجعي : هدف الدراسة
 . الرعاية الصحية الاولية في منطقة ريفية من مناطق المملكة العربية السعودية

افة ضلإبا GHQ-28و  GHQ-12داتين، استبيان الصحة النفسية أمسح نفسي للمرضى باستخدام : تصميم الدراسة
 .  HSCL-12عراض الجسدية المرتبطة  باضطرابات الجسدنة لى استخدام مقياس الأإ

 .ولية في منطقة عسير في المملكة العربية السعوديةتم اختيار عينة من ثمانية مراكز صحية للرعاية الأ: العينة
. الاضطرابات النفسيةعراض أكثر من أو أنه ما يقارب نصف العينة لديها عرض واحد أوجد : الدراسة  نتائج

بينما تم . من العينة%   16، كان بنسبة 28اضطرابات الجسدنة التي تم رصدها بواسطة مقياس الصحة النفسية 
. عراض غير مفسرة طبياً أنها أطباء الرعاية الصحية وعلى أبواسطة % 14تشخيص اضطراب الجسدنة بما نسبته 

 .دنة مقارنة بالذكورناث سجلن مستويات عالية من اضطرابات الجسلإا
ن ضغوط حياة المدينة لا تشكل أوهذا مؤشر على . الاضطرابات النفسية في منطقة عسير الريفية عالية جداً : الخلاصة

نه ينصح إمع ارتفاع نسبة المراضة النفسية ف. السبب الرئيسي لارتفاع نسبة الاضطرابات النفسية في البيئة السعودية
 . GHQقننة مثل مقياس الصحة النفسية العامة دوات الكشف المأباستخدام 

  
 .ولية، المملكة العربية السعوديةالاضطرابات النفسية، الجسدنة، الرعاية الأ :الكلمات المرجعية

____________________________________________________________________________________________________________ 
Objective: To determine the prevalence of psychological disorders and somatization among 
primary care patients from a semi-urban area of the Kingdom of Saudi Arabia. 
Design: Screening of consecutive patients with the 12-item and 28-item versions of the General 
Health Questionnaires and assessments of physical symptoms associated with somatization, using 
the HSCL-12. Eight primary care health centres in Assir, Saudi Arabia.  
Results: About half of the sample had one or more psychological disorders. The prevalence of 
somatization detected by the GHQ-28 was 16%. The prevalence of somatization indicated by 
GPs’ identification of medically unexplained symptoms was 14%. Women displayed higher levels 
of somatization than men.  
Conclusion: This study reported prevalence of psychological disorders that was as high as found 
in the more modern areas of Saudi Arabia such as Riyadh. The view that individuals in less open 
areas are protected from psychological disorders associated with stress and lifestyle pressure 
seems to be unsubstantiated. The results highlight the potential value of screening for 
psychological disorders using such simple instruments as the GHQ. 
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INTRODUCTION 
Numerous studies of psychological morbidity 
among primary care patients in Western Europe 
and North America have indicated a prevalence 
ranging from 14% to 50% .P

1,2
P Few studies have, 

however, been reported in Arab countries, 

particularly Saudi Arabia.P

3 
P Those few studies 

have, however, suggested a similar range of 
prevalence, from 18% to 47% of primary care 
patients.P

3- 6
P  

 Some  Arabic studies  blame  recent  socio- 
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cultural changes in the Arab oil producing 
countries for the high prevalence of psychological 
disorders, arguing that the speed of this 
development gave little time for individuals to 
adapt to the demands of a modern way of life.7-9 
However, there are some areas of Saudi Arabia 
which are still considered to be closed areas, or 
rather, less inclined towards modern life. Based 
on the above reasoning, since individuals in these 
areas are less likely to face the pressures of 
lifestyle changes associated with modernisation, it 
is expected that a lower prevalence of 
psychological disorders might be reported here. 
Assir is a semi-urban area that is less disposed 
toward modern life than other parts of Saudi 
Arabia. The present study was, therefore, 
conducted in the Asir region to investigate the 
prevalence of psychological disorders in an area 
that is not greatly affected by modern influences. 
 In addition to establishing the prevalence of 
psychological disorders, we examined details of 
the ways in which such disorders may be 
presented to general practitioners. First, we 
described the prevalence of different types of 
psychological symptoms. Secondly, in the Arabic 
literature, there is an assumption that Arabic 
speaking patients may express psychological 
disorders in somatic terms because of cultural 
pressures,10,11 and that women tend to somatize 
their problems more than men.3,4,12,13 We, 
therefore, examined the possible somatic 
presentation of emotional distress in three ways. 
We investigated: the types of physical symptoms 
that were most likely to be reported by patients 
with psychological disorders; the extent to which 
psychological disorders were presented as 
medically unexplained physical symptoms 
(MUS); and the prevalence of somatisation 
identified by a screening questionnaire  
 
METHODS 
 
Participants and recruitment 
The sample was drawn from inhabitants of Asir 
region, in the south of Saudi Arabia, who visited 
one of the participating primary health care 
centres during the study period.  Eight 
geographically dispersed primary health care 
centres (PHCCs) were selected to represent the 
population of this area. The study was carried out 
over three months starting on September 15, 2003. 
The procedure followed daily was to identify 
randomly one GP at each clinic session every day, 
either male or female. Each patient was asked, 

upon arrival at the clinic, to participate in the 
study. This simple technique gave all patients an 
equal chance of being selected. In accordance 
with the culture, recruitment of female patients 
was carried out in the presence of their male 
companions. 
 Patients under 17 years old were excluded, as 
were patients attending for reasons other than 
health complaints, such as for vaccination, 
examinations and reports. Three patients refused 
to participate. Two were females who refused to 
participate because they did not want contact with 
the male researcher without their husbands.   
 All general practitioners (GPs) who were 
asked to take part agreed. Their ages ranged from 
29 to 41 and their experience as GPs ranged from 
2 years to 9 years. Table 1 has more details of 
their characteristics. None of them was a Saudi 
citizen, none was a graduate of any Saudi college 
of medicine, and none had trained in a Saudi 
primary care centre before starting to work in this 
field. 
 
Table 1: Socio-demographic characteristics of the 
participating GPs (n=13) 
  

GPs’ characteristics No. (%) 
  

Gender:  
Males 7 (53.9) 
Females 5 (38.5) 

Range:  
< 35 years 8 (61.5) 
> 36 years 5 (38.5) 

Range of GP experience:  
< 4 years 10 (76.7) 
> years 3 (23.1) 

Where trained?  
Egypt 6 (46.2) 
Jordan 3 (23.1) 
Pakistan 3 (23.1) 
Tunisia 1 (7.7) 
  

 
Procedure  
Those who agreed to participate were given the 
set of questionnaires to complete in a private air-
conditioned room, while waiting for their 
consultation. For sixteen patients (7%) who were 
illiterate (four male, 12 female), the 
questionnaires were read out by the researcher 
(MA) if the patient was male. If the patient was 
female, her male companion (usually the father or 
husband) read out the questionnaire.  
 
Instruments 
The GHQ12 was used to provide an index of 
'caseness'. This questionnaire has been widely 
used for this purpose internationally and has been 
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translated and validated for use by Arab primary 
care patients.14 Using the Likert scoring method 
(0,1,2,3), the cut-off point chosen to best balance 
sensitivity and specificity was 12/13 with a 
previously reported sensitivity of 0.83, and 
specificity 0.80.14 
 The GHQ-28 was used to provide further 
information about the components of 
psychological disorders and to provide a further 
view of 'caseness'. This questionnaire has also 
been translated and validated for Arab patients.4 
Unlike other forms of GHQ, the GHQ-28 is a 
scale which provides both a total score and 
subscale scores. For the total score, the 
recommended scoring method is (0,0,1,1) while 
the recommended scoring method for the 
subscales is the Likert scoring method (0,1,2,3).15 
The cut-off for ‘caseness’ using the single score is 
4/5.4 The cut-off score for subscales 
recommended for Arab primary care patients is 
9/8.16 
 In order to detect physical symptoms that are 
often associated with somatization, the Hopkins 
Symptom Checklist (HSCL) somatization 
subscale was used. This HSCL scale is a self-
report inventory (12 items) of physical symptoms 
that are often associated with emotional distress. 
Reliability of HSCL somatization items range 
from 0.73 to 0.87.17 In the current study, internal 
consistency alpha was 0.79. Patients answered the 
question, “How have you felt during the past 
seven days including today?” For each symptom, 
respondents ticked the answer which best 
described how much it had bothered them during 
the preceding seven days. Patients rated 
themselves using a four-point scale of distress, 
with “not at all” being scored as 1 and a score of 4 
representing “extreme” distress. 
 To identify patients presenting physical 
symptoms that were not explained by physical 
disease, a checklist18 based on that in the report of 
Peveler et al was used.19 It aims at identifying 
patients that present with physical symptoms that 
are physically unexplained from the viewpoint of 
the GPs. After each consultation, GPs completed 
this scale to indicate whether or not the patient: 1) 
had come that day with physical problems; 2) the 
problems could not be explained by recognisable 
physical disease. Patients for whom both 
questions were answered with a ‘yes’ were 
regarded as presenting unexplained symptoms. 
The face validity of this scale emerges from the 
fact that it is readily understood and applied by 
GPs.18 Patients who were identified in this way as 

presenting unexplained symptoms, and who were 
identified by the GHQ-12 as having psychological 
disorders could be regarded as somatizing.19 
 
Statistical Analysis 
Descriptive statistics were used to summarise 
sample characteristics, to describe frequencies of 
psychological cases according to the GHQ-12, 
and to describe GPs’ detection of unexplained 
symptoms. Cross-tabulations and chi-square were 
used to compare between GPs’ detection of 
unexplained symptoms and GHQ caseness. 
Descriptive statistics were used to summarise 
patients’ somatization symptoms according to the 
HSCL, and the Mann-Whitney test was used to 
make a comparison between the two diagnostic 
groups (i.e., cases and non-cases according to the 
GHQ).  
 
RESULTS 
Of the 227 patients who were approached, 224 
including 104 males and 120 females agreed to 
participate. The age range of the patients was 17 – 
68 years. The mean age was 36.7 years, reflecting 
the population in Saudi Arabia. The patient 
sample is described in detail in Table 2.  
 
Table 2: Socio-demographic characteristics of the sample. 
Chi-square tests the associations between the diagnostic 
group (cases and non-cases) and each sample characteristic 
    

Demographic 
characteristics No. (%) X2 p-value 
    

Sex:  0.45 0.500 
Male 104 (46.4)   
Female 120 (53.6)   

Age:*  2.76 0.096 
17-30   95 (42.4)   
> 31 129 (57.6)   

Marital status:  5.92 0.083 
Married 165 (73.7)   
Others   59 (26.3)   

Education:  5.08 0.024 
Low education 125 (55.8)   
More education   99 (44.2)   

Occupation:  1.53 0.215 
Employed 129 (57.6)   
Not employed and retired   95 (42.5)   
    

*(Mean age ± SD) 36.71 ± 15.48 

 
 Males were slightly fewer than women in this 
study. Most patients were married; 6% of the 
female respondents and 3% of the males were in 
polygamous marriages. More than half of the 
sample had little education (i.e. had finished 
intermediate school or less). There was no 
significant difference in sex, age, marital state or  
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Table 3: Cross-tabulations of GHQ-12 and GHQ-28. Chi-square was used to compare GHQ-12 to GHQ-28 categorizations 
       

GHQ-12 GHQ-28 Total GHQ-12 df X2 p-value Non-cases Cases 
       

Non-cases 99 27 126    
Cases 6 92 98 1 33.63 <0.001 
Total GHQ-28 105 119 224    
       

 
Table 4: Cross-tabulations of GP perception of medically unexplained symptoms (MUS) against the GHQ-12 and GHQ-28-
somatisation subscale. Chi-square was used to compare between the two groups 
         

GP Judgement GHQ-12 X2 GHQ-28-somatisation X2 
Non-cases Cases Total (%) (p-value) Non-cases Cases Total (%) (p-value) 

         

Non-MUS 111 80 191 (85) 5.19 179 12 191 (85) 13.45 
MUS 15 18 33 (14) (<0.001) 7 25 32 (14) (<0.001) 
         

Total (%) 126 (56) 98 (43)   186 (83) 37 (16)   
         

 
Table 5: Means, median and SD for items and total score of the HSCL somatization scale. Values shown are for the two 
diagnostic groups: Non-cases and cases according to the GHQ. Results were ranked according to numbers of non-cases 
identifying each. Mann-Whitney U compares the two groups 
        

Items Non-cases (n=126) Cases (n=98) U Mean Median SD Mean Median SD 
        

Feeling low in energy or slowed down 2.6 3.0 1.2 3.2 4.0 1.0 4423.0* 
Pain in the lower back 2.6 3.0 1.3 2.6 3.0 1.3 5777.5 
Headaches 2.5 2.0 1.2 3.1 4.0 1.1   4692.5** 
Soreness of muscles 2.3 2.0 1.2 2.5 3.0 1.1 5666.5 
Hot or cold spells 2.3 2.0 1.3 2.5 3.0 1.3 5790.5 
Difficulty in breathing 2.0 1.0 1.2 2.3 2.0 1.3 5525.0 
Numbness or tingling in parts of the body 1.9 1.0 1.2 2.0 1.0 1.2 5736.0 
Faintness or dizziness 1.8 1.0 1.1 2.1 2.0 1.1 5443.0 
Pains in the heart or chest 1.8 1.0 1.1 2.3 2.0 1.3   5010.0* 
Heavy feeling in arms or legs 1.8 1.0 1.1 2.0 1.0 1.2 5763.0 
Weakness in parts of the body 1.6 1.0 0.9 2.1 2.0 1.1    4621.0** 
A lump in the throat 1.5 1.0 1.0 2.3 2.0 1.3    4335.0** 
Overall score (high score indicates high level of 
somatization) 

25.2   24.0 7.0  29.2   29.5 6.6    4124.0*** 
        

 
 
 
occupation between cases and non-cases (for this 
distinction, see below). A tendency for a 
significant difference was found in the education 
level; less educated patients were more likely to 
have psychological disorders. However, there was 
no significant difference between the sixteen 
illiterate patients and other patients.  
 The prevalence of psychological disorders 
among the entire sample was 98 (43%) using the 
GHQ-12. The prevalence was 119 (53%) using 
the GHQ-28 total score. The most prevalent 
psychological morbidities according to the GHQ-
28 subscales were depression (N=61, 27%) 
followed by Anxiety (N=57, 25%) and Somatic 
Symptoms (N=37, 16%). The prevalence of Social 
Dysfunction was less than the other three 
problems (N=21, 9%). When cross-tabulations 
were used to compare the GHQ-12 and GHQ-28 
categorisations of 'caseness', the GHQ-28 detected 
almost the same cases as the GHQ-12. However, 

as can be seen in Table 3, the GHQ-28 detected 
additional 'cases'. 
 As shown in Table 4, 14% of the patients 
were classified by the  
GP as having medically unexplained symptoms. 
More than half of these were also classified as 
'cases' on the GHQ-12 and the association 
between 'caseness' and unexplained symptoms 
was highly significant.  
 Table 5 shows that 'cases' and 'non-cases' 
differed in their symptom report according to the 
HSCL. 'Cases' were generally more likely to 
report somatization symptoms and, therefore, had 
a higher total score on this scale. There were some 
differences also in the pattern of symptoms in the 
two groups. 'Cases' were most likely to report a 
headache. 'Non-cases', on the other hand, were 
most likely to report being low in energy or being 
lethargic. 
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Figure 1:  Cases identified by GPs’ ratings of MUS and the GHQ-28-somatization scale 
 
 In order to assess whether women displayed 
higher levels of somatization than men, 
sociodemographic characteristics were tested 
against the total score of the HSCL somatization 
scale. Women reported more somatic symptoms 
than men (χ²= 118.44; p= <0.001). When the 
sociodemographic characteristics were tested 
against GHQ-28 somatisation 'caseness', 
prevalence was higher in women (N=39, 32%) 
than men (N= 11, 11%) (χ²= 13.43; p= <0.001). 
For the other sociodemographic characteristic no 
significant difference was found. When the 
prevalence of MUS was compared between 
genders, no significant difference was found. For 
the other sociodemographic characteristics, no 
significant difference was found. 
 Finally, we tested the agreement between the 
GHQ-28 somatization subscale and the GPs’ 
detection of unexplained symptoms. About one 
fifth of the sample (N= 43; 19.19%) were detected 
as 'cases' by one or more of these criteria. As 
shown in Figure 1, the agreement between the GP 
and the GHQ-28-somataization was highly 
significant (p < .001).  
 
DISCUSSION 
The current study is the first to explore 
psychological disorders and somatisation among 
consecutive Saudi patients attending primary care 
in an area of Saudi Arabia relatively closed to 
western influence and modernisation. The very 
high level of participation means that this sample 
is representative of day-to-day activity in the 
primary health care centres in the area. 
 The characteristics of the sample were 
consistent with expected societal characteristics of 
the region at the time of this research. The slight 
preponderance of women is consistent with 
previous studies of primary care patients in Saudi 

Arabia.3-6 More than one third of the sample was 
not employed, but 93% of the unemployed 
patients were women, reflecting the tendency, 
particularly in the study area, for women not to 
work outside the home. 
 The overall prevalence of psychological 
disorders according to the GHQ was high, and 
similar to the prevalence of 47% reported in 
primary care patients in Riyadh by Al-Fares et al.4 
Our finding contrasts, however, with two other 
studies of primary care patients in Riyadh. Al-
Khathami and Ogbeide3 reported psychological 
disorders in only 18% of their sample, and Becker 
et al5 reported psychological disorders in only 
33% of their sample. These differences may be 
due to methodology used. Al-Khathami and 
Ogbeide3 used a questionnaire developed in Arab 
countries: Rahmim Anxiety-Depression (RAD), 
which they suggested was less sensitive and 
specific than the General Health Questionnaire.  
Becker et al5 used the Patient Health 
Questionnaire (PHQ) which had modest or poor 
performance in Saudi primary care centers, judged 
by agreement with psychiatric assessment. 
 Using the single score of the GHQ-28 the 
prevalence was 53%, which is slightly higher than 
that calculated from the GHQ-12 (43 %).  This 
might be because the GHQ-28 includes a subscale 
of somatic symptoms, which are not measured by 
the GHQ-12. Some somatizing patients might, 
therefore, be identified by the GHQ-28 and 
missed by the GHQ-12. In the matter of further 
information provided by the GHQ-28, depression 
was the most prevalent psychological morbidity, 
followed by anxiety and somatic symptoms. This 
result is consistent with Becker et al,5 who 
reported depression as the most common of 
psychological morbidities in Saudi primary care. 

GHQ-28 - / GP + 
6 (13.59%) 

GHQ-28 + / GP + 
29 (60.6%) 

GHQ-28 + / GP - 
11 (25.58%) 
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 The current study had two indicators of 
physical symptoms that might be indications of 
somatization of emotional distress. The 
prevalence of somatization detected by the 
somatization subscale of the GHQ-28 was 16%. 
The prevalence of somatization indicated by the 
GPs’ rating of unexplained symptoms was 14%. A 
similar prevalence has been reported in Western 
studies. For example, unexplained symptoms 
indicated by the opinion of GPs were 19% in a 
study by Peveler et al19 and 16% in a study by 
Ring et al.18  
 As expected, 'cases' detected by the GHQ-12 
were generally more likely to report somatization 
symptoms (indicated by the HSCL) than 'non-
cases'. The most common symptom presented by 
'cases' was headache, which was reported also by 
El-Rufaie et al.10 For Arab primary care patients, 
headache, backache, abdominal pain, pain in the 
upper and lower limbs, fatigue and chest pain 
were the most frequent somatic presentation.20,10 
Al-Faris21 reported that headache, tiredness and 
back pain in patients were frequently reported by 
GPs. As well as being more likely to report 
physical symptoms characteristic of somatisation, 
'cases' were more likely to be regarded by their 
GP as presenting MUS.  
 It is frequently reported that Arabic women in 
general and Saudi women in particular are more 
vulnerable to psychological disorders than 
men.3,4,12,13 The present study did not confirm this. 
Nevertheless, there was some evidence that 
women reported more somatization symptoms 
than men. Our finding, therefore, contrasts with 
previous Saudi studies conducted in the Riyadh 
capital area and among the primary care patients. 
3,4,12  
 
CONCLUSION  
About half of primary care patients in Asir region 
have psychological disorders. That means that the 
reported prevalence of psychological disorders by 
patients attending primary care in a semi-urban 
area, relatively closed to western influences and 
modernisation was as high as in the more modern 
areas of Saudi Arabia such as Riyadh. The view 
that individuals in less 'open' areas of the society 
are protected from psychological disorders 
associated with stress and lifestyle pressures 
seems to be unsustainable. For future studies, it is 
important to find out what proportion of this high 
prevalence of psychological disorders is detected 
by GPs. The results highlight the potential value 

of screening for psychological disorders using a 
simple instrument such as the GHQ. 
 Although psychological disorders were 
associated with increased reporting of physical 
symptoms, only a minority of patients with 
psychological disorders presented medically 
unexplained symptoms. Therefore, contrary to 
expectation, somatic symptoms do not seem to be 
a major way in which psychological cases present. 
Nevertheless, a headache is the most common 
symptom presented by 'cases', and this could be 
used initially by GPs as a signal to consider the 
diagnosis of a psychological disorder.  
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